RECEIVED

0CT 31201 Application for License to E‘;ng:’; Usgﬁmy
Operate a Long-term Care Facility | 4 ount 7200 0C
OFFICELEINSPECTOR GENERAL
1. IDENTIFICATION

Name p f)mf_é?e, orod Mapio
Address !C}ﬁ C)Q’ (;Z\ /q We
City/County/Zip »L\OL.{ ifj\fe 6 ¢ k}/ ‘7"0 2l &
Te[ephone number \5—0 .»;}\ - 36& g-‘ SX a?\? rbf’/i ’ ‘?’ﬂ 63 stl'jil’wbﬁ ‘,G_(}#'Vi

Administrator

‘TRWW,\( d_ Bell

[
Date facility operation began at current address [9 & 4

Date facility began operation under current owner

Il TYPE BEDS
Skilled
Nursing Home

Nursing Facility

Intermediate Care

ICF/IMR

Personal Care

1990

No. beds licensed

[A0

il CONTROL  (check one in each column)

State
County
City
Private

fl. OWNERSHIP

Profit
Nonprofit

No. beds requested

/20

Individual
Partnership
Corporatio

Name and address of individual owner, partners or corporation. [f partnership, list

partners.

Himerway Heal Hh &

md(!( Frond /(‘(€N+M@kv Lowa  Twc

5900 \[¢dture Dr Stade (00

Dubliy

o Y3017

(OVER)



If facility owned or leased by a corporation, complete the following:

Name of corporation Al / Koy .'A’“" /{V - fowa, Tar
Address of corporation 5230 Ve fuve. D Suite jop Debint o453 v

President or Chairman - T, 19 It H»’C &M nre b [ (o

Vice President MarK h/ﬁ cmmerl€
Secretary M,k{, /%} & Ier /(f,,,
Treasurer MoK h/f;fe muei! €

Attach a separate sheet listing the names and addresses of each person having at least
a twenty-five (25) percent ownership interest in the facility.

If owned by a corporation, attach a separate sheet listing the names and addresses of
each officer or director of the corporation.

If owned by a partnership, attach a separate sheet listing the names and addresses of
each pariner.

Name and address of parent corporation and/or management company, if applicable.

Parent Management Company

AHE M/zﬁwﬁmpﬁf Losp.
5920 )/L’Af/zlfre Dr %{e {60
Dm.b/u\(l_ OH ¢ 3017

| understand that any change in the application that affects my licensure status will be reported
to the Office of Inspector General and a new application will be completed at that time. | agree
that this facility and all aspects of its operation shall be open at all times to inspection and
surveillance by all state agency licensure personnel. | certify that the information given in
completing this application is accurate to the best of my knowledge and recognize that

falsific;t{ n of this application can result in denial or revocation of licensure. .
Lol € Adsiisrstratos. /ﬂw
4 7

Cd

Signature of authorized representative Title Date

Return Application and fee to: Office of Inspector General
275 East Main Street, 5E-A
Frankfort, Kentucky 40621

OIG 5
(10/2002)



